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Abstract 
Fetus papyraceous is a rare condition and is 
associated with obstetric complications. 
Antenatal diagnosis of this condition aids in 
follow-up care of co twin(s) as well as to 
predict future obstetric complications. In this 
report, we describe a case of fetus 
papyraceous identified after the manual 
removal of adherent placenta.    
1 Department of Obstetrics and Gynecology, 
M.S. Ramaiah Medical College, Bangalore, 
Karnataka, India.  
Introduction  
Fetus papryceous [FP] is a rare and 
uncommon event with a report 
incidence of 1 in 12,500.1 Here we 
report a case of FP with preterm 
premature rupture of membranes with 
adherent placenta. 
Case Report 
A 22 year old primigravida was 
admitted to the labor ward on 08-24-
2011 at 10:30 PM. The subject was 
estimated at 29 weeks of gestation 
and presented in second stage of labor 
with a breeched fetus with preterm 
premature rupture of membranes of 24 
hours and labor pains for 6 hours. The 
conception was spontaneous and prior 
menstrual cycles were regular. 
The subject had received regular 
antenatal care in a private hospital and 
had one ultrasound examination at the 
fifth month of gestation that showed a 
single live intra uterine fetus with an 
estimated gestation of 20 weeks and 
no anomalies. Routine examinations 
and the coagulation profile were within 
normal limits.  
The subject delivered a live preterm 
female baby by breech presentation. 
The baby weighed 1000gms with an 
APGAR score of 4 at 1 and 6 at 5 
mins. The baby cried immediately after 
birth and was transferred to Neonatal 
Intensive Care Unit for preterm 
management. After delivery the 
subject’s vitals were normal. 
However there were no signs of 
spontaneous expulsion of placenta or 
indications of placental expulsion for 
more than 1 hour post-delivery. Thus 
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the patient was transferred to the 
operation theatre and manual removal 
of placenta was performed under short 
general anaesthesia (propofol). After 
the expulsion of placenta and 
membranes, FP that was adherent to 
the placenta was noted (Figure 1). The 
FP weighed around 100 gms and 
measured 8 cms in length. The 
placenta weighed 150 gms. The 
mother and baby were discharged on 
third postnatal day against the advice 
of the obstetrician and pediatrician. No 
follow-up was available for the patient 
or baby as they were lost for follow up.  
 
 
Figure 1 Legend: Placenta and membrane with attenuated umbilical cord with fetus papyraceous 
and normal umbilical cord. 
 
Discussion 
FP is a rare condition and is seen in 1 
in 12,500 cases. FP occurs in subjects 
with multiple gestation and is 
characterized by the death of one or 
more fetuses early in the gestation 
period (i.e. at 15 to 20 weeks), 
whereas the other fetuses continue to 
grow. In most situations the fluid of the 
dead tissue is gradually absorbed, the 
amniotic fluid disappears, and the 
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fetus is compressed and becomes 
incorporated into the membranes.2 
A previous report documented 
intrauterine death of one twin at late 
gestational age (second trimester), 
which was diagnosed antenatally 
during an ultrasound; however, a 
healthy fetus was delivered at 
gestational term and an FP expelled. 
7,8 When undiagnosed antenatally, FP 
has the potential to obstruct labor and 
can thus only be diagnosed post-
delivery.9,10  Extending previous 
observations in this case report, we 
describe how FP also obstructs 
placental expulsion. 
Spontaneous reduction of one or more 
gestational sacs before the twelfth 
week of gestation in 36% of twins, 
53% of triplets, and 65% of 
quadruplets has been reported.3 After 
20 weeks of gestation, the incidence of 
death of one fetus is 2.6% in cases of 
twins and 4.3% in triplets. Increased 
risk of fetal death is associated with 
monochorionic placenta, 
disproportionate sharing of placenta, 
and monozygosity.4 In multiple 
pregnancies, the intrauterine death of 
one twin is associated with serious 
mortality and morbidity of the surviving 
twin; for example multicystic 
encephalomalacia occurs in 20% of 
surviving co twins as a result of severe 
fetal hypotension and hypoxia,5 which 
contributes to the increased morbidity 
of the surviving twin. Furthermore, the 
risk of serious cerebral impairment in 
the surviving twin following fetal death 
is about 1 in 5,6 and twin embolization 
syndrome complicates 25% of cases 
with a surviving twin.7 The emboli can 
predominantly damage highly 
vascularized organs such as the brain 
and kidneys but can also affect all 
organs systems, causing central 
nervous system abnormalities like 
encephalomalacia and extra cranial 
abnormalities such as small bowel 
atresia, gastroschisis, hydrothorax, 
renal cortical necrosis, and aplasia 
cutis.7 
Conclusions 
In cases of undiagnosed FP, retained 
placenta, obstructed labor and 
obstruction to placental delivery can 
occur. A careful exploration of the 
placenta and membranes should be 
performed as many FP are diagnosed 
after delivery. 
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